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This exploratory descriptive study was designed to assess the degree ofdepression,
anxiety, patient satisfaction, and social adjustment among transitioned veterans.
According to Hansson (2002), depression and anxiety are recognized as public health
issues among veterans. The development ofthe quality of life research has provided
information leading to epidemiological and clinical studies that have shown that persons
with major depression have a substantial lower quality of life than veterans who have not
experienced depression. The quality of life research for anxiety is growing, but the
investigations have proven to be less frequent than depression. However, further studies
are emerging because this research is strongly needed in the care and treatment of
transitioned veterans.
A review ofempirical social work research on depression, anxiety, patient
satisfaction, and social adjustment among transitioned veterans has revealed a lot ofvital
information. The fact is that social workers in ail settings find themselves confronting
veterans’ issues every day. The effects of these issues must ensure that transitioned
veterans needing treatment for depression and anxiety need to be identified and assessed
to receive treatment, either directly or through appropriate referrals. This empirical social
work research study will provide a general framework on which to base further study.
This study will help social workers develop the basic knowledge and skills to assess
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veterans’ level of experience with depression, anxiety, patient satisfaction, and social
adjustment among transitioned veterans.
It is also the contention of this study that social work practitioners will develop the
strategies and an appreciation of the complexities of this population. Social workers must
understand that are fundamental needs to strive for and that having an understanding of
the concepts of self-esteem and a sense of self-value is very important when working
with depressed and anxious transitioned veterans.
According to Becker (1962), self-esteem and the meaning of selfare engineered by
the experience of control over actions that establish dependable means and ends
relationships that permit ego mastery and satisfying actions and ensures that the
aspirations are not too far removed from the opportunities of fulfilling them. An
understanding ofone’s sense ofworth and meaning in life is undermined when goals,
including the wish to be valued and loved, to be secure, to be useful and to work are
perceived to be unattainable for many depressed and anxious transitioned veterans.
Social workers need to appreciate the concept ofdepression, which can be explained
as the result of threatened or impaired self-esteem, an emotional expression of
powerlessness and helplessness, of failure, and ofworthlessness that is not accounted for
through self-worth (Freden, 1982). It appears from relevant and related readings that
depressed, anxious, and transitioned veterans have experienced profound losses of
meaningful sources of self-validation.
It is beyond the scope of this thesis to elaborate on Afiican Americans in themilitary,
but it should be instructive for social workers to examine the specific impact of
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depression and anxiety among transitioned veterans (Schexnider, 1998).
Social workers have a responsibility to respond to problems associated with
depression, anxiety, patient satisfaction, and social adjustment among transitioned
veterans. Statistics reveal that more than 49% ofveterans have displaced high levels of
anxiety, and depression after transitioning into civilian life (Wild, 2003).
Many veterans are still confronted with challenges upon discharge because they are
faced with obstacles, and one that is foremost is patient satisfaction. Patiait satisfaction
appears to be a key element to the continuing care for the veterans. Frequently, when a
veteran (patient) is not satisfied with services received, he/she may not return for follow
up appointments. In servicing veterans (patients), every staffmember, including social
workers, must be responsible for these four reasons: (1) Humanistic Reasons, (2)
Economic Reasons, (3) Marketing Reasons and (4) Efficiency Reasons. The patients
(veterans) are a powerful group with opinions and reputations that can hinder or destroy
the reputation of the service delivery system (Leebov et al., 1990).
Social workers should embrace the humanistic, economic, marketing, and efficiency
factors as part of their service delivery to depressed and anxious transitioning veterans.
Additionally, social workers can provide the knowledge and skills to this population by
promoting a mutual adjustment between veterans and their environment. The difficulties
of this population are psychosocial problems which are experienced by transitioned,
depressed, and anxious veterans that are only understood while they are isolated from
society.
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It is the contention of this study that social work practitioners will develop the skills,
strategies, and appreciation for the complexities of this population.
Statement of the Problem
This study seeks to assess the degree ofdepression, anxiety, patient satisfaction, and
social adjustment among transitioned veterans. There is considerable evidence that many
veterans suffer from a high level of subjective distress such as depression, anxiety, fear,
hopelessness, suicidal ideations, and guilt.
The lack ofempirical social work research provides this researcher with a need to
examine the extent to which veterans experiencing depression, anxiety, satisfaction with
services, and social adjustment.
Many veteransmay appear overwhelmed, exhausted, and extremely depressed.
Some of these veterans expect social workers to tell them what to do, and will adapt to a
lifestyle ofbeing helpless. It is important for the social worker to avoid getting trapped
in the role of accepting the helplessness of the veterans or into the role ofbeing a nag and
demanding them to change. It is also important for the social worker to recognize that
helplessness may be viewed as an important function thatmay need to continue despite
consequences. Perhaps, the outcome of this empirical social work research study will
assist the social worker with the recognition that multiple crises (depression, anxiety, and
patient satisfaction among transitioned veterans) reflect intense emptiness and the
veterans’ problems of symbolic messages of their deeper fears. By recognizing these
factors in the veterans without demanding change, the social worker may be
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communicating an ability and interest to go with the veteran even if that means facing
much more difficult issues than the current list ofproblems.
Additionally, there is a need for social workers to look at how to help the family
of depressed and anxious veterans. The familymight need to reconstitute when the
veteran is transitioned (returns or leave permanently). This is just one of the many
aspects of services needed to assess critical issues, and strategies that the transitioned
veterans and their families need. The Statement of the Problem has been addressed, next
the discussion of the Purpose of this study.
Purpose of the Study
The purpose of this study was to assess the variables of depression, anxiety, patient
satisfaction, and social adjustment among transitioned veterans. The purpose of this
thesis is to identify, examine, and address these selected variables on the psychosocial
functioning of this population.
The number of transitioned, depressed, and anxious veterans (particularly, the
Vietnam Veterans) is increasing among the homeless population. According to J. Hall
(1990) the homeless population of veterans reported 35 %, while the Institute of
Medicine (1998) also reported that veterans represented from 32% to 51% of the
homeless male population in six major cities. The Vietnam Veterans represented 16% to
43% of that group. Also, a growing number of transitioned veterans are testing positive
for the HIV virus. African-Americanmen represent 44% of the homosexual and
bisexual transmission ofthe disease (Land, 1992).
It is important to note that homelessness was not the purpose of this study directly,
but the relevance of homelessness among Vietnam Veterans may be indirectly linked to
this study, that poses a challenge and consideration for the social work profession.
The stated purpose of this study was to assess the experience ofdepression, anxiety,
patient satisfaction, and social adjustment among transitioned veterans.
Significance of the Study
The significance of this thesis lies with social workers having a better understanding
ofdepression, anxiety, and social adjustment among transitioned veterans. Anxiety
disorders are common chronic and debilitating in many ways that impose an enormous
burden on society. Greenberg et al. (1999), in a recent assessment, notes that the cost of
anxiety disorders in the United States was approximately $63 billion dollars in 1998.
This thesis seeks to draw attention to some of the psychosocial challenges that veterans
and their families face when transitioning back into civilian life.
Social workers should be aware ofpatterns of stress responses. According to Gilbar
(1992), many veterans respond to stress with the appearance ofphysical symptoms, such
as indigestion, nausea, vomiting, abdominal pains, diarrhea, chest pain, fits ofpain,
shortness ofbreath, heart palpitations, dryness in the mouths of the elderly veterans,
relapse to bed wetting, incontinence, thumb sucking, eating problems, fatigue and
sensitivity. The question facing social workers is how to help these depressed, anxious,
and sociallymaladjusted transitioned veterans.
CHAPTER TWO
REVIEW OF LITERATURE
This section ofthe empirical research will include an organized literature review
of; depression causes and treatment; anxiety causes and treatment, quality of life in
depression and anxiety; (2) patient satisfaction, a guide to practice enhancement,
measuring outcomes ofpsychiatry, and new findings and approaches in
patient-physician communication; (3) adjustment disorders, social adjustment of
Persian GulfVeterans: the sociological framework, social anxiety disorder and
alcohol use, the prevalence of social anxiety disorder, and the treatment ofsocial
anxiety; (4) transitioned veterans and making a smooth transition, coming home from
war: a literature review, and the treatment for the returning Iraq War Veterans. The
chapter will also define the variables.
Depression and Anxiety Experienced by Veterans
Depression Causes and Treatment
The causes ofdepression are complex and are not fully understood. The imbalance
ofneurotransmitters is one theory, but another theory is the external factor that states ifa
person is neglected or abused throughout childhood and adolescence, that personwill
begin to develop low self-esteem and to have a negative perception.
Heredity is also an important fector for individuals diagnosed with depression. If
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anyone in his/her immediate family has major depression, then he/she is likely to have
the disorder. The treatment for depression begins by gathering information needed to
define the problem and by developing a clear and concise treatment plan. The client is
an active participant because he/she is encouraged to monitor his/her thoughts, feelings,
and actions. This results in identifying key problem areas as aids in designing strategies
for achieving the client’s goals. In treatment, the social worker must be dedicated to
learning and applying new strategies for changing dysfunctional patterns and thoughts.
These actions provide a perimeter setting for coping skills, for gaining tools, and for
maintaining control over negative thoughts, feelings, and behavior (Hubbard, 2002). In
treating depression, the client should exercise regularly, avoid of chocolate, coffee, sugar,
and alcohol (which negatively affect the mood), keep a therapeutic journal, and use
aromatherapy and psychotherapy (Rowland, 2001).
Psychology Organization ofPublic Information on Anxiety Disorders
Anxiety disorders are the most common emotional disorders affecting more than 20
million Americans. Anxiety disorder is not a curdble disorder because persons who have
experienced a series of repeated anxiety episodes are still reluctant to believe that they
will not have another episode after their symptoms are reduced (Scott, 2002).
The cause ofanxiety is persistent precursors that can result from early life traumas.
Anxiety could also be a response to a process of relating to someone else who has a
related disorder (a parent or caretaker). Evidence has suggested that anxiety is
genetically passed from one generation to the next and is a prone personality type for
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some at birth (Scott, 2002). According to Scott (2002), anxiety is a personality type that
is ontologically based as an obsessive-compulsive thinking style, which means that the
obsessive-compulsive thinking person thinks about something over, over, and over again.
They are drawn to repetitive practices, and no matter how hard they try to stop, that
person is unable to stop.
The treatment for anxiety is self-hypnosis, which could become a life-long practice.
Clients become active participants by changing his/her lifestyle through decreasing
arousal to certain stimuli that cause anxiety and by constantly telling themselves to slow
down and refuse to listen to negative messages. Ifclients maintain good logic and a good
sense ofbehavior, then he/she will have a more positive outlook on interactions that
occur. The statistics have shown that more than 49% of veterans have displayed high
levels of depression and anxiety (Wild, 2003), which allow practitioners to utilize
psychosocial therapy in the treatment ofdepression and anxiety, by exploring a person’s
life in order to find the contributing causes ofthis disorder. The social worker assists
patients in becoming aware ofhis/her thinking patterns, and in understanding how those
thoughts originate. There are several types ofpsychotherapy, and the goal of each type is
in the helping process which allows the patient to develop healthier problem solving
skills.
Quality of Life in Depression and Anxiety
Depression and anxiety disorders are major public health problems that leave many
with personal and economic loss and social burdens on those that are afflicted. The
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development of the quality of life research suggested that those with depression have a
substantially lower subjective quality of life than those who are not afflicted (Hansson,
2002). The quality of a veteran’s life has affected his/her associations, social functions,
and their ability to become a part of society, and has contributed to the high population of
homelessness, substance abusers, and those with mental illnesses. Although further
research is needed pertaining to his/her quality of life, studies performed have shown that
anxiety disorder is an illness that is accompanied by posttraumatic stress disorder
(PTSD), obsessive compulsive disorder (OCD), and generalized anxiety disorder (GAD).
The prevalence ofposttraumatic stress disorder in relation to anxiety disorder is the
most common and unrepresented population of sufferers ranging from 60% to 80%.
However, those who have experienced secondary depression can complicate the
recognition and diagnosis of this condition. Posttraumatic stress disorder has interrupted
people’s lives, and has kept them from reaching their full potential. The veterans’ lives
are also interrupted in the education process, maintaining marriages, developing careers,
or in staying in low paying jobs, being fearful of the stress associated with a higher
paying position. The criteria for population assessments and dia^ostic skills are utilized
to define this disorder because there is 5% to 10% of the general population who suffers
with major depression.
The causes contribute to an increased and continual exposure to traumatic events and
interpersonal violence. This syndrome involves hyper-arousal flashbacks, nightmares,
restricted emotions, and avoidance of reminders surrounding the traumatic event.
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Research is needed to estimate the point ofprevalence in the population based on
current symptoms ofPTSD induced by traumatic experiences (Ballenger, 1998).
Patient Satisfaction
Patient Satisfaction: A Guide to Practice Enhancement
The key factor in enhancing the level ofpatient satisfaction is in the service
environment, which would promote veterans returning for continued care, referring the
physician, and spreading a good word to families, friends and communities. That often
requires going the extramile to meet his/her expectations. The patient has ri^ts and
responsibilities in practice, and he/she expects competence from the medical experts, a
clean and safe environment, and a people oriented staff. These systems are working
together to further the primary goal ofpatient care, patient satisfaction, and the
affordability of health care. In the health care setting, first know your patients and his/her
preferences, perceptions, and expectations. This makes your patients feel important and
empowered so that they can evaluate the practice procedures by identifying the strengths
and weaknesses that allows professionals to generate a strategic plan for patient
satisfaction that is based upon those evaluations (Leebov et al., 1990).
Measuring Outcomes in Psychiatry
There are programs designed to evaluate and promote the outcomes of research that
are developed to focus on assessments, the effectiveness ofmedical interventions, cost
containment, and more efficient healthcare delivery systems. The outcome was
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perceived as an offering of improved information to physicians and patients through
various treatment interventions and through guidelines that the clinical management
teams utilize. The outcome measurement was accredited in 1910 to Codman who
directly measured clinical care and Donabedian, 1966 who five decades later proposed a
3-tiered flowchart to evaluate medical intervention.
This measurement included the structure (the characteristics of the healthcare setting),
the process (what is done to the patient), and the outcomes (how the patient does after the
healthcare intervention). According to Battagilia (2001), there were various types of
outcomes measured: physical/clinical (mortality), performance/function (self-care),
economic (cost/benefit), and humanistic (quality of life). The measurement was defined
by the outcome, and tools were utilized from the Instrument Review Criteria of the
Medical Outcomes Trust Scientific Advisory Committee. The advisory committee
insured reliability and reproducibility, they validated that the measurement was
responsive and sensitive to change, eased interpretability, and utilized flexible
administrative language that adapted to any cultural barriers.
The Quality of the Well Being Scale (QWB) functions at certain points in time
throughmobility, physical, and social activity. The Medical Outcomes Study Short
Form 36 (SF-36) by Ware and Sherboume is a general health measure used to survey
mental and physical functioning, health statuses, and outcomes from the patient’s point of
view.
The items are not specific to any age, disease, or treatment group, but it is relevant in
assessing the health ofpatients, his/her physical limitations (usual activities or health
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problems that contribute), his/her bodily pain and general health, loss ofenergy,
fatigue, emotional or social problems, and mental status. The Ward Atmosphere Scale is
widely used in various clinical settings. In this report, a comparison was performed with
the client and staffperceptions through the evaluation process that provided information
on the dimensions of relationships, personal growth, and systems maintenance. The last
was a Perceptions ofCare survey, which are clinical care oriented satisfaction surveys.
This surveymeasured the perceptions of access and availability of the provider,
continuity and coordination of care, communication, information received from provider,
interpersonal aspects, and global evaluation of care.
These measurements of treatment outcomes and clinical progress were specially
designed assessment instruments that offered a better understanding of the various types
of interventions that are used in the practice ofmedicine and psychiatry. Everyone can
benefit from these outcomes in research and measurement, and continue to work towards
improving the delivery of services in the healthcare settings (Battaglia, 2001).
The National Patient Safety Foundation Agenda for Research and Development in
Patient Safety provides up-dated information each year on patients that are harmed
xmintentionally in healthcare facilities, but the causes and risks are too hard to trace.
Healthcare professionals fail to report causes ofpatient injuries, which are often the result
of flaws among individuals, technologies and organizations in which they work or
receive services.
The problems, recognized in every healthcare facility that has weaknesses, can
compromise patient safety. However, there are efforts to improve the safety of these
facilities, but those improvement strategies are hampered because of the lack of research
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surrounding this issue. There are few studies and data concerning patient safety and an
agency’s primary mission, but there are no nationally funded research efforts aimed at
addressing patient safety. However, there are a few agencies that fund research on in this
particular subject. The limitations of this subject points to the need for more programs
and financial support for research in this area.
New Findings and Approaches in Patient-Physician Commimication
The Society ofGeneral Internal Medicine (SGIM) has revealed the future of
evidence-based practice together with today’s trends through articles, which focused on
communication. The presentations and workshops presented in a SGIM 2002 meeting
revealed that there has been an enhanced understanding ofdoctor-patient
communications, and relationships which involved core concepts and an improvement of
outcomes in care prevention, end-of-life care, care ofminorities, and care across cultures
(Lipkin, 2003).
The models of communication described specific behaviors that can be observed,
measured, monitored, and practiced. The frameworks were structured into ten categories;
(1) preparing the environment and oneself, (2) opening and greeting, (3) eliciting the full
range ofproblems, (4) choosing a priority problem and negotiating what will be
addressed during the visit, (5) encouraging the patient to tell his or her story in his or her
own words, (6) encouraging elaboration about the life context, occupation, and risks of
the patient, (7) explaining procedures and examinations, (8) summarizing findings, (9)
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discussing diagnostic and treatment findings and (10) negotiating plans for care (Lipkin,
2003).
The SGIM investigators were able to capture representatives on tape and analyze the
interviews. The investigators utilized an analytic instrument, which was too high to study
in the interview processes. In 1984, there were 14 instruments identified, but in 2002
there were over 44 separate tools, which have now met the scientific standards. These
tools have shown researchers that quality communication positively correlates with an
increase to a patient’s physical and emotional well being, including symptoms of anxiety,
and depression. The studies have explored the aspects ofcommunication and the
doctor-patient relationship with satisfaction and a quality of care.
According to Lipkin (2003), visits were recorded and analyzed among the primary
care population, which measured satisfaction-related outcomes of their encounters. He
foimd that over 60 percent were fully satisfied and 69 percent fully trusted their
physician.
The study included patients whose expectations were fullymet. They were older, and
more likely to be satisfied, with the exception ofblack patients and those with an
education higher than high school. An open, patient-centered communication style




Adjustment disorders are extremely common. They include emotional and/or
behavioral symptoms. These symptoms depression, anxiety, problems in school,
fighting, work, academic, social conflicts, withdrawal, or physical complaints are
responses to a stressor or stressors within the environment.
Adjustment disorders have a significantly high level of stressors that impacts people
through theirmajor functions such as; adjustments to school, work, social, family,
physical and legal difficulties (Franklin, 1999). These stressors can cause significant
interference with a person’s ability to cope with ongoing life management tasks, which
can be classified as a disorder. However, there are other factors that distinguish
psychological adjustment disorders from everyday and other emotional problems. First,
if a psychological problem can be diagnosed based upon the presenting symptoms, then it
is not an adjustment problem, and second if the symptoms go away within six months
once the stressor disappears, it is not an adjustment disorder (Franklin, 1999).
The Social Adjustment ofPersian GulfVeterans: A Sociological Framework
The purpose of this study was to investigate how wartime stressors are related to the
physical and emotional health ofpost-war Persian Gulf veterans and to explore how war
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stressors, social location, demographic factors, and personal resources jointly related to
the adjustment ofPersian GulfVeterans (Thomas, 2003).
The method utilized was data collected by the VA’s Persian GulfFamily Support
Program two years following the war, which included 1508 veterans. The study was
conducted in two main phases. The first phase contained the hypothesis about the effects
ofwartime experiences (pre-war status and location ofwartime service) on health
outcomes (aggression, depression and physical illnesses), and the mediating and
moderating variables (personal resources and socio-demographic factors) that affected
these relationships.
The second phase contained the hypothesis on the effects ofgender and health
outcomes, the mediating, and the moderating variables that affect those relationships.
The results concluded that veterans did experience emotional and physical health
problems, due to the influence of their wartime service, their level ofpersonal resources,
and socio-demographic factors. However, the females from the PersianGulfWar
appeared to experience more stress than the males. Although gender does not moderate
the effects ofwartime experience on health outcomes, men and women health outcomes
vary depending on their race and income levels (Thomas, 2003).
Social Anxiety Disorder and Alcohol Use
Social anxiety disorder is an excessive fear of social situations that are characterized
by eating or speaking in public, which affects 2% thru 13% of the U.S. population.
18
Among this population there are 1.5% of patients who suffer with social anxiety disorder,
and also those who suffer with an alcohol use disorder (AUD). One theory suggests that
there is a common bond between social anxiety disorder and AUD.
The reduction theory suggested that people with social anxiety used alcohol to help
alleviate their fears. However, the expectation that alcohol reduces anxiety may motivate
alcohol consumption, but studies from the pharmacological have not been done to
support that assumption. Social anxiety disorder is treatable with both pharmacotherapy
and psychotherapy, which would also be effective in-patients with AUD. The evaluation
ofpatients seeking treatment for alcoholism for coexisting social anxiety disorder is
important for improving treatment outcomes (National Institute on Alcohol Abuse and
Alcoholism, 2002).
According to the American Psychiatric Association’s Diagnostic and Statistical
Manual ofMental Disorders, Fourth Edition (DSM-IV) (1994), people that have
excessive fears can vary from interpersonal social interactions in small groups to talking
to strangers.
The Prevalence of Social Anxiety Disorder
According to Schneir et al. (1992), the prevalence of social anxiety disorder was
found too be 2% after the door-to-door surveys were conducted in communities across
the United States by the Epidemiological Catchment Area. Many respondents
acknowledged anxiety on a wider range of social situations and were considered to have
social anxiety disorder. Nevertheless, people with social anxiety disorder reported that
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aside from avoiding anxiety and inducing situations, alcohol usage was one ofhis/her
primary means of coping (National Institute on Alcohol Abuse and Alcoholism, 2002).
Treatment of Social Anxiety
Social anxiety disorder is treated through pharmacological and psychotherapy. The
aim ofboth types of interventions is to reduce social fears so that feared situations are
faced, not avoided, and have minimal discomfort (National Institute on Alcohol Abuse
and Alcoholism, 2002). The psychological treatment ofpeople with social anxiety
disorder utilizes various approaches focuses on role-playing, coping skills training,
exposure to feared situations, and changing the patients’ erroneous negative beliefs about
how people perceive them.
The first type of therapy is Exposure. Exposure therapy is a technique where patients
are given skills to alleviate anxiety and are encouraged to expose themselves to the
stimulus by provoking a situation where the patient can extinguish the anxiety.
Secondly, Cognitive restructuring is a model where clients are taught to identify
thoughts that provoke anxiety, and to think in a less bias way. The patient is asked to
challenge their erroneous beliefs with video feedback, or feedback from other group
members.
The third is Relaxation Training, which is a method utilized to decrease anxiety by
controlling the amount ofphysical tension experienced in a stressful situation. However,
this type of training is not as successful as cognitive restructuring or exposure therapy.
The last is Social Skills Training that teaches patients how to improve their
behavioral skills in social interactions. However, not all people with social anxiety
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disorder have deficits in social skills, and therefore this training alone will not benefit
clients. The discussion presented in this article indicated that the data associated drinking
as a relief to social anxieties, were complex and inconclusive. The studies included
college students with certain social anxiety levels that did not support the assumption that
drinking alcohol can indeed relieve social anxiety, but those students did not have the
formal diagnoses of social anxiety disorder. The study involved other individuals, who
met the diagnostic criteria for social anxiety disorder, but many were excluded who met
the criteria for an AUD, and those who were expected to experience reliefof social
anxiety symptoms after alcohol consumption (National Institute on Alcohol Abuse and
Alcoholism, 2002).
Transitioned Veterans
To Ensure a Smooth Transition
Ensuring a smooth transition is a strategic plan that provided information for
veterans reentering civilian life. This strategic plan assisted veterans’ reentry back
into the community, with minimum disruption to their lives through transitional health,
readjustment counseling services, employment services, vocational rehabilitation,
education, and home loan guarantee by increasing awareness ofbenefits and services
during transition. This plan detailed many external factors that co-operates with the
military to ensure a smooth transition to civilian life, such as the Department ofDefense
(DoD), and the legislature that is responsible for the successful achievement ofprogram
outcomes pertaining to educational and career goals, with partnerships that aids in the
service abilities overall effectiveness and delivery (Air Force Transition Assistance,
2003).
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Coming Home from War: A Literature Review
The psychosocial disruption related to the expectation, the reality ofhomecoming,
and family reunions resulted in research that highlighted age, marital status, and rank.
However, those who were young, unmarried, from a lower economic background, and
rank, were less likely to receive support. The lack of support reported in several studies
contributed to adverse mental health effects after the return of the Vietnam Veterans.
Stretch observed that those who returned to activemilitary units had a lower rate of
psychological distress than those who returned to civilian life (Wild, 2003).
According toWild (2003), there were 49% ofveterans after returning home
experienced moodiness, irritability, and depression. However, the society’s attitudes
towards a war can influence the reactions towards returning veterans. The good
reception provided a chance for the family to reabsorb the veterans and assisted them
in realigning previous roles, helping them cope with conflict resolution with authority
figures, and assuming initiated activities. However, Yerkes et al. (1996), emphasized
those veterans were more isolated when the fantasy or expectation ofgoing home failed
to change what had already taken place in the families. The Peace Corps Volunteer
Alumni ofUtah (PCVAU) is an international service organization organized by veterans
who stated that many of them had experienced feelings ofwithdrawal upon reentry into
22
civilian life. This is a nonprofit agency that meets twice a month to discuss social and
philanthropic purposes, and is always looking for ways to extend themselves into the
community (City Search, 2003).
The literature suggests that veterans and their families have a hard time adapting to
the normal routines of their lives following the return home and is characterized as a
disruptive separation (Wild, 2003). The post war has left physical and psychological
illnesses, which have been observed in veterans ofwars with related traumas. However,
The GulfWar had fewer casualties and trauma related illnesses than the veterans fi-om
The Vietnam War, but the casualties, and mental illnesses were high, which accounts for
many of there battles today. Many veterans suffer from transitional depression, which is
temporary sadness in reaction to death, divorce or a major life change that is normal, and
expected. But a prolonged period of time an interference in his/her home or work life, is
an indication that theymay need additional help from a professional (Paul, 1998).
Social support is necessary to assist them in getting through those feelings, but it can be
complicated when an individuals’ initial response in returning home is negative.
Treatment of the Returning Iraq War Veteran
This article discussed the treatment ofveterans who were evacuated due to combat or
war stress, and taken to the VA for mental health care. Those IraqWar veterans sought
mental health care at the VA medical and Vet centers. The development ofclinician
skills is important and essential, when providing service to veterans who have
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experienced chronic posttraumatic stress disorder, upon returning from the Iraq War. The
clinicians must have experience in talking about trauma, educating patients and families
about trauma and stress reactions, teaching skills relating to anxiety and anger
management, facilitatingmutual support among groups of veterans, and working with
trauma-related guilt while applying useful application. The challenges for many
clinicians are those veterans that differ from the usual context of care, and direct attention
is paid to those particularmethods and materials thatmay be relevant to the care of
veterans that were recently traumatized in the war (National Center for PTSD, 2003).
The soldiers face a variety of challenges as they return to civilian life and re-entry
into the family, which is often a contrast between fantasy and reality in their homecoming
(Yerkes et al., 1996). The families have experienced stress and other problems as a result
of a soldier’s deployment, which have left many partners adjusting to their roles while the
soldiers were away (Norwood et al., 1996). But now these roles have to be renegotiated
without bringing more tension and irritability to the veteran (National Center for PTSD,
2003).
The mental health providers can aid in the reduction of stress, and long term family
problems by helping veterans and their families anticipate and prepare for challenges by
addressing their needs. The broad needs of the veterans include the prevention of alcohol
and drug abuse, social withdrawal and isolation, employment, involving families in
treatment, providing skills and communication training, anger management, conflict
resolution, and short term support for the family member by linking other families
together for mutual support.
24
The clinicians must offer practical help for returning veterans who are likely to feel
overwhelmed with problems, by exposing them to therapy for treatment with
posttraumatic stress disorder and other related issues such as employment, family,
friends, finances and physical health. In therapy, clinicians create an atmosphere where a
veteran can identify problems, prioritize them, and execute an action step (Foa et al.,
2000). The therapeutic method used is Cognitive restructuring. Cognitive therapy or
restructuring is one of the more validated treatment methods for posttraumatic stress
disorder (Foa, 2000). This method is designed to help the patient review and challenge
distressing trauma related beliefs. Cognitive therapy focuses on educating participants
about the relationships between thoughts and emotions. This therapy explores negative
thoughts held by trauma survivors who can identify personal and negative beliefs and
who are developing alternative interpretations ofjudgments through practicing better
thinking-techniques. Cognitive therapy also assists veterans in coping with distressing
changed perceptions ofpersonal identity associated with participation in war or loss of
wartime identity upon return (Yerkes et al., 1996).
Definition ofTerms
1. Depression is defined as a mental illness characterized by a profound and
persistent feeling of sadness or despair and/or loss of interest in things that
were once pleasurable. There are also disturbances in sleep, appetite, and
mental processes (Rowland, 2001).
2. Anxiety is defined as a disorder that is characterized by above normal
feelings ofnervousness, which occurs often and for no apparent reason
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and does not go away. The cause ofanxiety like panic disorders and
posttraumatic stress disorder are terrifying experiences that has ruptured a
person’s trust and boundaries that has left them vulnerable and alters the
way that they deal with their emotions and environment (Psychology
Organization, 2003).
3. Patient satisfaction is defined as the satisfaction in the excellence of
service by continually striving to satisfy the needs ofpatients that will
generate positive feedback and additional benefits by making them a
priority (Leebov et al., 1990).
4. Social adjustment is defined as a disorder, which has behavioral or
emotional symptoms in response to an identifiable event (s) that occurs
within three months of the event (DSMIV, 2002).
CHAPTER THREE
CONCEPTUAL/THEORETICAL FRAMEWORK
The conceptual framework utilized was the Cognitive Behavioral Therapy. This
therapy focused on depression and the effects that depression have on veterans reentering
civilian life. The cause ofdepression is unknown, but there is research suggesting that
other fectors can contribute to swifts in a person’s mood. These moods are triggered by
certain dysfunctions in their patterns ofdisplayed thought and actions which are
distorted, and based upon the formation ofthoughts. When a person is depressed they see
themselves as being flawed and the world is harsh, unforgiving, relentless, and bleak.
These perceptions are stem from shame, sadness, and despair (Hubbard, 2002).
The cognitive behavioral therapist has developed an accepted treatment for
depressioa According to Parker et al. (2003), this treatment method was problematic,
but this therapy is now a widely accepted treatment for depression, and proven to be
sufficiently recognized according to the studies conducted with the sample groups. Those
studies foiled to make a difference between groups, so a foUacy ofthe sample groups
occurred.
The authors suggested the cognitive behavior therapy for treating depression has
been overstated, and they questioned whether it does fit as a universal rather than targeted
strategy. However, today many ofthe therapists are utilizing a technique called
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“restructuring”. This method of therapy would assist veterans through thought
restructuring and by addressing the triggers of those depressive episodes and their
origination. The restructuringmethod would reduce the intensity and duration of
depression that would buffer veterans from experiencingmore bouts ofdepression.
Nevertheless, many therapists share the latest expert knowledge about the problem,
by utilizing handouts, videos, and recommended readings as supplemental educational
tools. These tools assist patients in realizing the different avenues to correct his/her
misunderstandings that block improvement, and equips him/her with the information
needed to take a more active role in recovery. The reminder of the treatment is dedicated
to applying new strategies for changing dysfunctional patterns of thought and action.
These strategies are coping skills and tools that are utilized for getting control over
feelings, thoughts, psychological, and behavioral responses.
The therapists are trained to first describe the new skills before modeling them. The
patient practices under easy conditions before progressing to a more challenging level.
The sessions are sometimes held outside of the office to provide training in a reality
based setting. The therapist also provides substantial coaching and support throughout
this session. The goal is for the patient to receive comfort in applying the new tools
during this reality based intervention. Although the patients facemany challenges, they
might have well-worn patterns to overcome, experience some slips, and have some
setbacks. However, cognitive behavior therapy is also about maintaining those new
skills, and staying on track after therapy.
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This study seeks to determine that cognitive behavioral therapy is relevant to the
treatment of veterans who have experienced depression, anxiety, patient satisfaction, and
social adjustment while reentering civilian life.
Statement ofHypothesis
There is a statistical significant relationship between depression, anxiety, and patient
satisfaction among transitioned veterans. There is no statistical relationship between




The following chapter of this explorative descriptive study will provide the design,
sample, setting, and the instruments utilized.
Research Design
The study was conducted utilizing an exploratory descriptive research design to
examine depression, anxiety, patient satisfaction, and social adjustment among
transitioned veterans. “Exploratory research is appropriate when problems have been
identified but the understanding is quite limited. It is conducted to lay the groundwork
for other knowledge-building that follow” (Yegidis et al., 1999). The descriptive design
was employed based on the findings from the exploratory research. Descriptive research
presents the opportunity to generalize information from literature, and conpare it to the
research and statistical data that is provided (Yegidis et al., 1999).
Setting
The Veterans Hospital is located in Detroit, Michigan, which is three city blocks
long. The site selected identified the population that received services and provided the
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necessary information needed to investigate veterans who have experienced depression,
anxiety, patient satisfaction, and social adjustment while transitioning back into civilian
life.
Sample
A nonprobability sample technique of convenience was utilized for this study. The
sample consisted ofprimarily 24 male and female veterans, who worked at the Veterans
Hospital. There were no ranges for age, gender or race. The external validity of this
survey would be identified by four variables within the study. The information provided
would show a relationship between the variables and the high degree of credibility. This
survey is generalized enough to be used with other individuals, families and groups.
Data Collection Procedure/Instrumentation
Prior to the collection of data, permission was obtained from the Acting Chief of
Business Practices of the Veterans Hospital. This was an effort to utilize the veterans in
a small sample, to explore their experience of depression, anxiety, patient satisfaction,
and social adjustment upon transitioning back into civilian life. During December 2003
and over the course of two days, a nonprobability convenience sample was disturbed to
30 employees, but 6 employees did not participate. These veterans were willing
participants when asked to complete a 31-item survey regarding depression, anxiety,
patient satisfaction, and social adjustment while transitioning back into civilian life.
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All participants were verbally informed about the nature and purpose of this study,
and given a written consent form. The consent form was given separately from the survey
but explained to the veterans that his/her participation was voluntary and that the
information obtained would remain confidential and used for research purposes only.
The veterans were provided with a consent form and a survey. The veterans were
reminded again concerning confidentially, so in maintaining his/her being anonymous,
they were asked to sign the consent form and along with the completed survey placed
both inside an envelope and returned them to the researcher. The Cross Sectional Survey
design was arranged accordingly; (1) demographics, (2) depression, (3) anxiety, (4)
patient satisfaction, and (5) social adjustment. First, the demographic questions asked the
veterans their age, gender, marital status, children, ethnicity, employment status, branch
of service, and years served.
Secondly, the researcher adapted scales from Hakstain et al. (1989), and Kellner,
(1986) for depression. Watson et al. (1969), for anxiety, Deiner et al. (1985), satisfaction
with life, and Weissman et al. (1976), for social adjustment. The survey consisted of 31
items, sectioned into six categories. The six categories were divided into the following
questions: demographics Ithni 12, depression 13 thru! 17, anxiety 18 thru 22, satisfaction
with life 23 thru 27, and social adjustment 28 thru 31.
Data Analysis
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The data analyzed used the Statistical Package for Social Scientists (SPSS) program
software. First, descriptive statistics included frequency distributions to list all possible
data values, and show the frequency occurrence of veterans who had experienced
depression, anxiety, their level of satisfaction, and social adjustment while transitioning
back into civilian life (Horvath, 1985).
Next, Cross-tabular analysis was used to assess the relationships between depression,
anxiety, patient satisfaction, and social adjustment among transitioned veterans.
Lastly, the Pearson’s Chi Square (x2) analysis was utilized to test for statistical
significance at the alpha level of .05. Tables were included to provide an illustrative and
simplistic view of the results.
CHAPTER FIVE
PRESENTATION OF FINDINGS
This study was chosen to determine whether a statistically significant relationship
exists between depression, anxiety, patient satisfaction, and social adjustment among
transitioned veterans upon reentry into civilian life as it relates to their knowledge,
experience, and imderstanding. This chapter will present a demographic profile, and an
analysis of the hypothesis ofthis study. Tables will be utilized in this chapter to illustrate
answers to the questions, with additional tables located in Appendix A.
Demographic Data
This section will provide a profile ofthe study respondents. Descriptive statistics
were used to analyze the following: age, highest level ofeducation, gender, religion,
ethnicity, marital status, employment, annual income and number ofchildren, branch of
service, and the number ofyears served.
The target population for this research was composed oftransitioned veterans who are
currently working at the Veterans Hospital. A total of30 samples ofconvenience were









Over 50 8 33.3
Education
High school Grad 8 33.3
Jr. College 8 33.3
College Grad 5 20.8





















Above $25,000 21 87.5
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Table 1 continued...














1 - 4 yrs 9 37.5
5-8 yrs 9 37.5
9- 12 yrs 1 4.2
Over 12 yrs 5 20.8
A detailed description of the entire sample as shown in Table 1 reveals that the male
and female veterans were not evenly represented in the study. Of the 24 respondents
in the study, 6, or 25.0%, were between the ranges of29 - 30; 10, or 41.7%, were
between the range of40 - 50, and 8 were over 50, or 33.3%. Education revealed
that 8 or 33.3% were high school and jimior college graduates; 5, or 20.8%, were
college graduates, and 3, or 12.5%, were vocational training graduates. Religion revealed
that 2, or 8.7%, were Catholic; 4, or 17.4%, were Protestant; 7, or 30.4%,
were Christian, and 10, or 43.5%, were Baptist. Ethnicity revealed that 14, or
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58.3%, were African American; 6, or 25.0%, were Caucasian; 2, or 8.3%, were
Latino, and 2, or 8.3%, were Other. Marital status revealed that 5, or 20.5%,
were married; 9, or 37.5%, were never married, and 10, or 41.7%, were divorced.
Annual income revealed that 3, or 12.5%, had incomes between $15,000 -25,000
a year, and 21, or 87.5%, had incomes above $25,000 a year. Children revealed
that 5, or 20.8%, had no children; 12, or 50.0%, had 1 - 2; 6, or 50.0%, had 3-4,
and 1, or 25.0%, had 4 and above. Branch of service revealed that 12, or 50.0%,
had served in the Army; 6, or 25.0%, had served in the Navy; 2, or 8.3%, had
served in the Air Force; 3, or 12.5%, had served in the Marines, and 1, or 4.2%,
had served in another branch of service. The years of service revealed that 9, or
37.5%, had served from 1-8 years; 1, or 4.2%, had served from 9-12 years, and
5, or 20.8%, had served over 12 years.
Table 2
37
Gender by Level of Depression
Gender Male Female Total
n % n % N %
Value
Not at all 10 41.7 7 29.2 17 70.8
Most of the time 3 12.5 4 16.7 7 29.2
Total 13 54.2 11 45.8 24 100.0
X2 = .509° d/=3 p<.917
Table 2 is a cross tabulation between gender by level of depression. As indicated in
Table 2, the number ofveterans who had not experienced depression was 10 males, or
41.7%, and 7 females, or 29.2%. The remaining 3 males, or 12.5%, and the remaining
4 females, or 16.7%, had experienced depression most of the time. When the chi-
square test was applied, the null hypothesis was accepted (p<.917), indicating that there
is not a statistically significant relationship between gender and experiencing
depression at the .05 level ofprobability.
Table 3
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Gender by Level ofAnxiety
Gender Male Female Total
n % n % N %
Value
Never 13 54.2 10 41.7 24 70.8
Often 1 0 1 42 1 42
Total 14 54.2 11 45.8 24 100.0
X2 = .509° d/= 3 p<.917
Table 3 is a cross tabulation between gender by level ofanxiety. As indicated in
Table 2, a number ofveterans, 13 males, or 54.2%, and 10 females, or 41.7%, had not
experienced anxiety. The remaining 1, or 4.2%, had often experienced anxiety. When
the chi-square test was applied, the null hypothesis was accepted (p<.745), indicating
that there is not a statistically significant relationship between gender and experiencing
anxiety at the .05 level ofprobability.
Table 4
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Gender by Level ofPatient Satisfaction
Gender Male Female Total
n % n % N %
Value
Disagree 2 8.3 8 33.0 19 79.2
Agree 11 45.8 8 33.0 19 79.2
Total 14 54.2 11 45.8 24 100.0
X2 = .511° d/=3 p<..917
Table 4 is a cross tabulation between gender by level ofpatient satisfaction. As
indicated in Table 4, a large number ofveterans 24, or 70.8%, strongly disagreed; 2
males, or 8.3%, and 3 females, or 12.5%, disagreed. There were 11 males, or 45.8%, and
8 females, or 33.0%, that agreed. The remaining 2 males, or 8.3%, and 3 females, or
12.5%, had disagreed with their level ofpatient satisfaction. When the chi-square test
was applied, the null hypothesis was accepted (p>.917), indicating that there is not a




Gender by Level ofSocial Adjustment
Gender Male Female Total
n % n % N %
Value
Not at all 10 41.7 11 45.8 21 87.5
Most of the time 3 12.5 0 .0 3 12.5
Total 13 54.2 11 45.8 24 100.0
X2 =2.901° d/=3 p<..407
Table 5 is a cross tabulation between gender by level of social adjustment. As
indicated in Table 5, a number of veterans, 10 males, or 41.7%, and 1 Ifemales, or
45.8%, did not have a problem with social adjustment. The remaining 3 males, or
12.5%, did have a problem socially adjusting. When the chi-square test was applied,
the null hypothesis was accepted (p>.407), indicating that there is not a statistically
significant relationship between gender and the level of social adjustment at the .05
level of probability.
Hypothesis Results
Cross Tabulation and Chi-Square analysis were used to test the hypothesis under study.
An alpha level of .05 was used for all statistical analyses.
CHAPTER SIX
DISCUSSION/PRACTICE IMPLICATIONS OF FINDINGS
This chapterwill examine and discuss the outcome ofthe study and the relevance to
the overall findings. The purpose ofthis study was to ascertain if there would be a
statistically significant relationship for male and female veterans who had experienced
depression, anxiety, patient satisfaction, and social adjustment while transitioning back
into civilian life.
The study utilized a non-probability convenience sanple of24 male and female
veterans currently working at the Veterans Hospital. Pearson’s Chi-Square analysis
was used to test for statistically significance. Based on the findings, the study accepted
the null hypothesis that there is not a relationship between depression, anxiety, patient
satisfaction, and social adjustment among transitioned veterans.
The demographic profile revealed that many respondents in the sample were
African-American male and female veterans, between the ages of40 - 50 years old,
identified themselves as Baptist, divorced, 1-2 children, served in the Army for at
least nine years, employed, and had an annual income above $25,000 a year.
According to the overall findings, 58.3% ofveterans had not experienced
depression, and 41.7% had problems with following throughwith an ordinary job.
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There were 41.7% that had experienced anxiety, but 50.0% had not ever been
afraid, but there was a split of41.7% on the question of feeling inadequate, because
many veterans either felt inadequate sometimes, or they rarely inadequate. The section
on patient satisfaction showed that 83.3% of veterans agreed that their lives were close
to ideal, but 12.5% disagreed, and 4.2% strongly agreed. For social adjustment, the
statistics for arguing with relatives was tied at 33.3% for arguing either rarely or
frequently, and that 45.8% of those veterans rarely let their families down.
The instrument utilized had given each veteran time to think, and reflect upon their
transition from the military back into civilian life, and the obstacles that many of them
had to overcome, endure, or accept. The veterans were full-time employees who have
worked in that facility for more than ten years. They were able to compare their lives
now, to their lives upon transitioning back into civilian life. The respondents were
relaxed enough to share with the researcher that many oftheir problems did not directly
occur during transition, but months later when the stress ofbeing home and the fear of
fulfilling previous roles were unsuccessful. However, they did take advantage of the
services that were provided for them, and by doing so they were able to receive the
level of care that they deserved.
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Limitations of the Study
The limitations of this study were the gaps in the literature for this explorative
descriptive study ofdepression, anxiety, patient satisfaction, and social adjustment
among transitioned veterans. The primary focus was on veterans and their on
experiences. However, there were several limitations to this study that needed to be
considered. (1) the sample population was two small which limited the statistical
power, (2) the sample was collected during scheduled vacations, and in one
geographical area, and (3) a convenience sampling impacted the internal and external
validity of the study.
The other limitations were related to the literature addressing several reasons why
research is hindered. The reasons were the lack of financial resources and fimds that
are not being provided in certain areas for patient satisfaction. There were articles and
research presented in this study, but written primarily by Psychologist or Sociologist,
with the exception of one written by a Social Worker. Although many social workers
are working in the veterans hospitals, readjustments counseling centers, and other
outreach facilities, this profession needs to provide additional education and research in
this area for the study of veterans experiencing depression, anxiety, patient satisfaction,
and social adjustment upon reentry into civilian life.
Overall, the findings fi'om this study have shown that the veterans utilized in this
sample had not experienced high degrees of depression and anxiety, but were satisfied
with all of the services offered, and had adjusted well to transitioning back into civilian
life.
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Implications for Social Work Practice
This study has obtained results with significant implications for social work practice
on the micro, mezzo and macro level ofpractice. The relevance of this issue for social
work practitioners is to continue increasing their knowledge and skills in order to
facilitate proper assessment, diagnosis, and treatment for veterans who are at risk, and
for those that are potential risk. A social worker should continue to study veterans
through research in the areas of treatment outcomes and program evaluation in order to
determine a better scope ofpractice and delivery of service to the veterans. The
practitioner’s knowledge, understanding, and sensitivity will become a vital tool in
performing a variety ofprofessional roles such as change agents, brokers, managers,
counselors, therapist and educators.
Although there are several assistance programs available for veterans to help them
through their process of transition, another role for a social worker is that of a
facilitator. This role would enable them to implement and facilitate over transitional
support programs for veterans who are within six months to a year ofbeing discharged
from themilitary.
The role ofa social worker is limitless with possibilities that will allow him/her to
be in positions to make recommendations to committees, advocate formore financial
resources towards ongoing research, and continue to educate and acknowledge all
veterans and their families who have experienced the negative effects of transition, and
to determine how those effects have impacted their lives.
APPENDIX A; FREQUENCY TABLES
Table A1
What is your age?
Variable Frequency Percent
Value
29 - 30 yrs 6 25.0
40 - 50 yrs 10 41.7






High school Grad 8 33.3
Jr. College 8 33.3
College Grad 5 20.8




APPENDIX A: FREQUENCY TABLES (Continued)
Table A3
















APPENDIX A: FREQUENCY TABLES (Continued)
Table A5
What is your ethnicity?
Variable Frequency Percent
Value














APPENDIX A: FREQUENCY TABLES (Continued)
Table A7









Above $25,000 21 87.5
Total 24 100.0
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4 & Above 1 4.2
Total 24 100.0
Table AlO















1 - 2yrs 9 37.5
5-8yrs 9 37.5
9 -12 yrs 1 4.2
Over 12 yes 5 20.8
Total 24 100.0
Table A12




Not at all 14 58.3
Rarely 8 33.3
Frequently 1 4.2
Most the time 1 4.2
Total 24 100.0
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APPENDIX A: FREQUENCY TABLES (Continued)
Table A13
How relaxed have you been in the last two days?
Variable Frequency Percent
Value
Not at all 2 8.3
Rarely 3 12.5
Frequently 11 45.8
Most of the time 8 33.3
Total 24 100.0
Table A14
Have you had problems following through an ordinary job?
Variable Frequency Percent
Value
Not at all 2 8.3
Rarely 3 12.5
Frequently 9 37.5
Most the time 10 41.7
Total 24 100.0
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APPENDIX A: FREQUENCY TABLES (Continued)
Table A15
Are you satisfied with your usual domestic duties?
Variable Frequency Percent
Value
Not at all 2 8.3
Rarely 4 16.7
Frequently 6 25.0
Most the time 12 50.0
Total 24 100.0
Table A16
Have you ever had disturbances in your sleeping pattern?
Variable Frequency Percent
Value
Not at all 8 33.3
Rarely 6 25.0
Frequently 4 16.7
Most the time 6 25.0
Total 24 100.0
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APPENDIX A; FREQUENCY TABLES (Continued)
Table A17
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Table A19

















APPENDIX A: FREQUENCY TABLES (Continued)
Table A21













Strongly Agree 1 4.2
Total 24 100.0
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APPENDIX A: FREQUENCY TABLES (Continued)
Table A23
The conditions in my life are excellent.
Variable Frequency Percent
Value





I am satisfied withmy life.
Variable Frequency Percent
Value





APPENDIX A: FREQUENCY TABLES (Continued)
Table A25
Have you gotten the important things that you wanted in life?
Variable Frequency Percent
Value









Strongly Agree 1 4.2
Total 24 100.0
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APPENDIX A: FREQUENCY TABLES (Continued)
Table A27
Have you been bored in the past two weeks?
Variable Frequency Percent
Value
Not at all 6 25.0
Rarely 8 33.3
Frequently 8 33.3
Most the time 2 8.3
Total 24 100.0
Table A28
Have you dated within the past two weeks?
Variable Frequency Percent
Value
Not at all 13 54.2
Rarely 1 4.2
Frequently 6 25.0
Most the time 4 16.7
Total 24 100.0
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APPENDIX A: FREQUENCY TABLES (Continued)
Table A29
Do you argue with your relatives?
Variable Frequency Percent
Value
Not at all 4 16.7
Rarely 8 33.3
Frequently 8 33.3
Most the time 4 16.7
Total 24 100.0
Table A30
Do you think that you have let your family down?
Variable Frequency Percent
Value
Not at all 10 41.7
Rarely 11 45.8
Frequently 2 8.3
Most the time 1 4.2
Total 24 100.0
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APPENDIX A: FREQUENCY TABLES (Continued)
Table A31
Do you feel that your finances are meeting the needs of your family?
Variable Frequency Percent
Value
Not at all 4 16.7
Rarely 2 8.3
Frequently 1 4.2
Most the time 17 70.8
Total 24 100.0
APPENDIX B: INFORMED CONSENT FORM
Clark Atlanta University
WhitneyM. Young, Jr.
School ot Social Woik
This Study investigates the relationship between depression, anxiety, patient
satis&ction, and social adjustment among transitioned veterans. The findings from this
research will provide recommendations for future outreach and education programs, and
to contribute to the empirical knowledge on tliis topic. The study is being performed as
partial fulfillment ofthe requirement for the researcher’s Master degree in Social Work at
the Whitney M. Young Jr., School ofSocial Work.
Your participation in this study is voluntary. The questionnaire should not take longer
than 20 minutes to complete and will be kept in strict confidence. Although, there may
be some sensitive questions asked regarding depression, anxiety, patient satisfaction, and
social adjustment, you would not be asked to provide any identifying information.
Ifany discomfort should arise regarding material addressed in the study, you are
welcome to terminate your participation or consult with the research at (678) 641-4718 or
Professor HattieM. Mitchell at theWhitneyM. Young, Jr., School ofSocial Work at
(404)880-6616.
Thank you in advance for your participation.
Name Date
Thesis Advisol
22SjAMesP.BMwtByDRivc,S.W. • Atlanta. Ckmcia S0514-4S91 • <404)880-8000
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APPENDIX C: SAMPLE QUESTIONNAIRE
Study ofDepression, Anxiety, Patient Satisfaction and Social Adjustment
among Transitioned Veterans.
Section I: Demographics
Place a mark (X) next to the appropriate item. Choose only one answer for each
question.
1. What is your age: 1) 18-28 Yrs 2) 29-39 3) 40-50
4) Over 50
2. Highest level ofEducation: 1) Under 12 2) High school Grad
3) GED 4) Jr. College 5) College Grad 6) ^Vocational Tmg.
3. What is your Gender 1) Male 2) Female
4. What is your Religion 1) Catholic 2) Protestant
3) Muslim 4) Christian 5) Baptist
5. What is your Ethnicity (Race) 1) African American2) Caucasian 3) Latino 4) Other
6. What is yourMarital Status: 1) Married 2) ^Never Married3) Divorced 4) Widow
7. Are you currently employed 1) No 2) Yes





Place a mark (x) next to the appropriate item. Choose only one answer for each
question.
9. Number ofChildren 1) None 2) 1-2 3) 3-44) 4 & above
10. What was your Branch ofMilitary Service?
1) Army 2) Navy 3) ^Air Force 4) Marine5) Other
11. Military Service 1) Under 1 Year 2) 1 - 4 yrs
3) 5-8yrs 4) 9-12yrs 5) Over 12Yrs
Depression
12. In the past two days have you been preoccupied by thoughts of hopelessness?
1) Not at all 2) Rarely 3) Frequently 4)
Most of the time
13. How relaxed have you been in the last two days, as compared to how you
normally are?
1) Not at all 2) Rarely 3) Frequently 4) Most
of the time
14. Have you ever had problems following through an ordinary job?
1) Not at all 2) Rarely 3) Frequently 4) Most
of the time
15. Are you satisfied with your usual domestic duties?




Place a mark (X) next to the appropriate item. Choose only one answer for each
question.
16. Have you ever had disturbances in your sleeping pattern?




17. Do you ever feel tense or uncertain?
1) Never 2) Rarely 3) Sometimes 4) Often
18. Do you ever feel afraid?
1) Never 2) Rarely 3)
19. Do you think people notice your anxiety?
Sometimes 4) Often
1) Never 2) Rarely 3)
20. Do you wonder what people think of you?
Sometimes 4) Often
1) Never 2) Rarely 3) Sometimes 4) Often
21. Do you sometimes feel inadequate?
1) Never 2) Rarely 3) Sometimes 4) Often
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APPENDIX C: Continued
Place a mark (X) next to the appropriate item. Choose only one answer for each
question.
Patient Satisfaction
22. My life is close to ideal?
1) Strongly Disagree 2) Disagree 3) Agree 4)
Strongly Agree
23. The conditions in my life are excellent?
1) Strongly Disagree 2) Disagree 3) Agree 4)
Strongly Agree
24. I am satisfied with my life?
1) Strongly Disagree 2) Disagree 3) Agree 4)
Strongly Agree
25. Have you gotten the important things that you wanted in life?
1) Strongly Disagree 2) Disagree 3) Agree 4)
Strongly Agree
26. If you could live your life over, would you change anything?




Place amark (X) next to the appropriate item. Choose only one answer for each
question.
SocialAdjustment
27. Have you been bored in the past two weeks?
1) Not at all 2) Rarely 3) Frequently 4) ^Most
of the time
28. Have you dated within the past two weeks?
1) Not at all 2) Rarely 3) Frequently 4) Most
of the time
29. Do you argue with your relatives ?
1) Not at all 2) Rarely 3) Frequently 4) ^Most of
the time
30. Do you think that you have let your family down?
1) Not at all 2) ^Rarely 3) Frequently 4) ^Most
of the time
31. Do you feel that your finances are meeting the needs of your family?
1) Not at all 2) Rarely 3) Frequently 4) ^Most
of the time
Adapted from A. Ralph Hakstain and Peter D. Mclean (1989), to measure depression, and
Robert Kellner (1986), to measure depression. Lome M. Hartman (1984), to measure the
cognitive component of social anxiety. Ed Diener, Robert A. Emmons, Randy J. Larsen
and Sharon Griffin (1985), To assess subjective life satisfaction, and David Watson and
Ronald Friend (1969), To measure social anxiety.
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